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Abstract 
Dissection of the vertebral artery is an important but rare cause of cerebrovascular accidents. Here we report a 
48-year-old man with toothache since 4 days before who presented to the emergency department with neck pain 
and final diagnosis of dissecting right vertebral artery pseudoaneurysm. To our knowledge, this maybe the first 
report of odontogenic pain as the first manifestation of vertebral artery pseudoaneurysm in the literatures. 
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Introduction: 
issection of the vertebral artery is an important 
but a rare cause of cerebrovascular accidents 
(1). The annual incidence rate of vertebral ar-
tery dissection is estimated to be about 1-1.5 per 
100,000 population. However it is responsible for 20% 
of cerebrovascular accidents in young adults and repre-
sents about 0.4 to 2.5% of all cerebrovascular events (2, 
3). In recent years, this clinical entity has received more 
attention from neurologists and neurosurgeons, which 
has allowed its early and further diagnosis. Learning 
various possible manifestations, can help lessen missed 
diagnosis. Here we report a case of dissecting vertebral 
artery pseudoaneurysm, presenting itself with odonto-
genic pain principally. 
 
Case report: 
A 48-year-old man suffering from toothache and neck 
pain was referred to the emergency department. 
Toothache was initiated since four days ago. He was 
visited by dentists several times and taken different 
analgesics, without any improvement. The dental pain 
had exacerbated and neck pain was added, too. On arri-
val, he had normal vital signs and was conscious. He 
had stiff neck, but no focal neurologic deficits. Other 
physical exams also did not reveal any positive finding. 
Brain computed tomography (CT) scan revealed sub-
arachnoid hemorrhage. Three-dimensional CT angi-
ography showed the presence of a dissecting pseudoan-
eurysm of the right vertebral artery (Figures 1 and 2). 
We decided to eliminate it through endovascular ap-
proach, before a potentially lethal rupture. Therefore, 
the patient underwent surgery with stent insertion. His 
post-operative evolution was completely satisfactory 
and he was discharged after 5 days.  
 
Discussion: 
Vertebral artery dissection is a recognized cause of is-
chemic stroke in young adults. Atherosclerosis, connec-
tive tissue diseases, and cervical trauma are risk factors 
associated with development of this pathology (1, 3, 4). 
The pathophysiology of dissection and pseudoaneu-
rysm basically consist of an initial intimal tear, followed 
by entry of blood between the intima and the adventi-
tia, which leads to growing and ballooning of the pseu-
doaneurysm (5).  Vertebral and basilar arteries play the 
main role in the posterior circulation of brain. There-
fore, the most prevalent clinical symptoms of vertebral 
artery dissection consist of neck pain and posterior 
headache that may follow cerebrovascular accidents 
related to posterior circulation entity. If extra-cranial 
dissection extends to the intracranial fossa, and also in 
cases of primary intracranial dissection, subarachnoid 
hemorrhage may occur (6). Some authors have declared 
that this should be considered as one of the differential 
diagnoses in patients referred with any cranio-cervical 
pain. But vertebral dissection presenting with facial 
pain has rarely been described in the literature (3, 7). 
Modalities such as brain magnetic resonance imaging 
(MRI), computed tomography, and conventional angi-
ography are frequently used for diagnosis. In spite of all 
that, conventional digital subtraction angiography has 
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Figure 1: Conventional angiography confirmed the pseudo-
aneurysm of the right vertebral artery. 
 
 
Figure 1: Three-dimensional computed angiography demon-
strated the pseudoaneurysm of the right vertebral artery. 
 
remained as the gold standard in terms of diagnostic 
modality to make the proper diagnosis and have a dy-
namic evaluation of the blood flow through the visual-
ized defect (8). A three-dimensional reconstruction 
shows important morphologic information of the lesion 
(9). Dynamic computed tomography angiography (CTA) 
can also provide critical hemodynamic information. 
Standard CT and MRI with or without contrast enable 
evaluation of surrounding neurovascular and soft tissue 
structures and provide a better understanding of the 
surrounding anatomy (10, 11). 
Surgery could be accomplished by either endovascular 
technique or surgical trapping with clips above and be-
low. Some advantages of the endovascular management 
are as follows: it is minimally invasive, needs less time 
for vascular occlusion during repair, avoids devitalized 
tissue, and can be performed in the presence of previ-
ously instituted anti-platelet or anti-coagulant therapies 
(12-15). Favorable outcome is assumed for younger 
patients, those who are diagnosed before appearing the 
stroke, and even in most ischemic strokes. On the other 




Dissection of the vertebral artery is a rare but im-
portant cause of cerebrovascular accidents in adults. 
Becoming familiar with atypical manifestations, as in 
our case, can lead to early diagnosis and therefore may 
reduce morbidity and mortality. 
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